The care programme approach has been introduced to improve the delivery of services to people with severe mental illness and minimise the risk that they lose contact with mental health services. Its essential ele ments are assessment of health and social need, a written care plan, nomination of a key worker, and regular review. It requires interprofessional collabor ation and negotiation of care plans with users and carers but individual patients vary in their needs for multidisciplinary involvement and review.
The origins of the care programme approach (CPA) can be traced back to the Spokes Inquiry into the Care and After-care of Sharon Campbell (DHSS, 1988) . This concluded that there had been a breakdown in the delivery of services effectively resulting in the death of Ms Campbell's social worker. It recommended that the Secretary of State issue to health and local authorities a written summary clarifying their statutory duties to provide after-care for former mentally disordered patients, and that the Royal College of Psychiatrists publish a document on good practice for discharge and after-care (Royal College of Psychiatrists, 1991) . Research demon strating the relatively high levels of psychotic illness among the homeless and in the criminal justice system also reinforced the need for improvement in the organisation and delivery of services.
Glossary
Care management -assessment is made by a care manager who coordinates delivery of care and ensures review and monitoring of it. Care managers may have budgetary responsibility for purchasing care. (They are not, however, pre cluded from providing care.)
Case management -the same as care manage ment. (User groups and others asked for the term 'case' to be changed to 'care' prior to the publi cation of the Caring for People White Paper.)
Care programme approach -assessment is made by a key worker who coordinates delivery of care and ensures review and monitoring of it. They will not usually hold budgets. Key workers will be involved in providing care.
Principles
The care programme approach involves:
(a) assessment of health and social care needs (b) a key worker to coordinate care (c) a written care plan (d) regular review (e) interprofessional collaboration (f) consultation with users and carers.
Implications for individual psychiatric practice
The care programme approach provides a frame work for good practice in delivering care to people accepted by psychiatric services. It applies to all patients accepted by mental health services but multidisciplinary assessment and review is only required for those who are severely mentally ill.
Assessment
If people are not to slip through the safety-net of care, it is essential that all people accepted by specialist psychiatric services and all psychi atric patients considered for discharge from hos pital are assessed to decide the degree of complexity needed to deliver their care plan. Their requirements for multidisciplinary man agement and review will depend on clinical need. In degrees of complexity, three groups need to be considered:
(a) people with severe mental illness whose multiple needs are such that they require care management in addition to the care programme approach (b) people with severe mental illness requir ing multidisciplinary care and review but who do not require care management (c) people accepted by specialist mental health services who require assessment and management by one professional.
The latter group require a care plan agreed with the patient and that one professional takes the responsibilities of key worker. Regular review needs to occur and be documented in, for ex ample, out-patients or on home visits.
Key workers
A psychiatrist assessing a patient in an out patient clinic or at home may become the key worker but when other team members are in volved in the care of a patient this would usually be a non-medical role. For most patients with severe and enduring mental illness, a social worker or a community psychiatric nurse will be the most appropriate. The key worker should be the focal point of contact for the patient, carer and other professionals, especially the general practitioner (GP), and is responsible for keeping in touch with the patient and seeing that the agreed programme of care is delivered.
Reviews
Where more than two workers are involved in care, a review meeting will usually need to be convened at regular, but not necessarily fre quent, intervals. These are, however, very costly in professional time and so need to be brief with clear agendas. It may be appropriate to review a small group of patients who are involved with the same group of professionals sequentially at review meetings. Where only one or two workers are involved, a specific review skill needs to take place but this may be achieved by telephone. This should also be documented with consideration given to involvement of and dissemination to other professionals, e.g. the GP, and social ser vices and a review meeting as such may not be necessary.
Compliance
If a patient refuses contact, a multidisciplinary discussion (although not necessarily a meeting) may establish alternative ways of presenting a care plan which is acceptable to the patient. The patient may opt only to accept a part of the programme offered and as far as possible, the programme should be sufficiently flexible to accommodate this. But even if the programme is wholly rejected, the offering of contact on a regular basis in consultation with the patient's GP needs to continue. The carer also needs to be offered assistance on a regular basis and a reliable point of contact.
Inter-projessional collaboration Team-working is a fundamental principle of psy chiatric practice as demonstrated by a range of research (Kingdon, 1992) . But networks with others, e.g. housing officers, police, and duty solicitors, who may have more generic roles, are also of importance.
Implications for users of mental health services
Individual assessment of health and social need and the development of mental health services to respond to these needs is good professional prac tice and the CPA reinforces this. It also places responsibility for coordination of care on a key worker who users and carers, including GPs, can contact and who is responsible for seeing that care is delivered. Care plans should be negotiated with users. The nature of severe mental illness is such that the user may not agree to part of a plan which seems essential to the team providing care. Maintaining contact with the person, and any carer involved, is a continuing responsibility for the key worker. At a later stage, the user may change his or her mind, or in some instances need care under the Mental Health Act. Inter vention needs to be prompt to limit deterioration and risks to self or others.
Implications for working arrangements with purchasers and providers
As the care programme approach provides a description of good practice in the delivery of care, it is being used to establish quality stan dards in contracts between purchasers and pro viders. However these can only be meaningful if psychiatrists become involved in this process.
Targeting of resources on severely mentally ill people is specified in the circular as community mental health teams have been prone to move away from care of the severely mentally ill (Weaver & Patmore, 1990) . Similar guidance has been issued to general practice fund-holders (NHSME, 1992). The circular also stresses the importance of developing adequate mental health information systems to ensure that in formation is readily available when required, e.g. about at-risk status, name of key worker or timing of reviews.
International perspective
Deinstitutionalisation is now a major force in shaping services internationally. The USA and UK have been at the forefront of this process and in both there have been serious concerns about:
(a) care and aftercare of those who might previously have been admitted to insti tutions. (b) the drift of mental health teams away from caring for the most severely mentally ill.
The CPA is a policy response to both concerns.
Concluding remarks
The provision of appropriate care for people with severe mental illness in consultation with them, and their informal and formal carers, is a most complex activity. Defining good practice is, how ever, essential but is an evolving process. The care programme approach provides a description which has general professional support (Social & Community Planning Research, 1993) . Its imple mentation is progressively focusing the limited resources available on those who need them most.
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Background
In a recent review, Beitchman et al (1992) con cluded that women who reported a history of childhood sexual abuse were more likely than non-abused women to present with a range of sexual and affective disorders, and revictimisation experiences.
Estimates of the prevalence of sexual abuse have varied widely from 6% to 62% in different studies (Finkelhor, 1987) , and methodological problems have led Markowe (1988) to question the feasibility of such research. There is good evidence (Hobbs & Wynne, 1987 ) that diagnosis of sexual abuse in childhood has increased in Britain in recent years. Disclosure of historical abuse in adulthood also appears to be increas ing, but this area has received little research attention.
Similarly, there seems to be limited informa tion about the experience of professionals in abuse work. Bisset & Hunter (1992) found that 73% of surveyed Grampian and North Tayside general practitioners had seen at least one victim of childhood sexual abuse in the previous two years, many referrals occurring several years after the abuse. A review of the literature re vealed no data on the extent of involvement of adult mental health workers in the area. This study aimed to find out which members of the psychiatric multidisciplinary team were engaged in therapy or other work with abused patients, and the nature of supervision for this work.
The study
A questionnaire was sent to a group of mental health workers attached to six consultant-led
